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Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying

Your TB Test and Treatment Record
Show this card to your health care provider.

Report the following symptoms if they last more than 2
weeks: Cough, Shortness of Breath, Chest Pain, Coughing
up Blood, Feeling Weak or Tired, Night Sweats, Fever or
Chills, Losing Weight without Trying




